As a result of the increased use of two-dimensional echocardiography, intracardiac thrombus is increasingly recognized before death in patients with pulmo-nary embolism. Chakko et al1) reported that the incidence of right cardiac thrombus in 477 consecutive autopsies was 6%, of which 80% were associated with pulmonary embolism. Right atrial thromboembolism results from two different pathophysiologic mechanisms. Primary right atrial thrombi are observed in lowoutput conditions such as cardiomyopathy, cardiac arrhythmias and enlarged right atrium, and in association with right heart catheterization (Swan-Ganz catheter, central venous alimentation, and transvenous pacemaker). Secondary right atrial thrombi develop as a result of embolism from systemic venous thrombi. Echocardiographically, primary right atrial thromboemboli are usually relatively immobile, not elongated, and attached to the atrial wall. Right atrial clots arising from peripheral venous sources, on the other hand, are generally very long, serpentine, and freely mobile, prolapse across the tricuspid valve and lack attachments.2) In our patient, the thrombus found in the right heart was strand-shaped and mobile. No venous thrombosis in the leg or pelvic veins was found at autopsy. Rather, perforating jejunal diverticulitis and numerous bacterial thrombi in the liver and spleen were detected. Although we could not identify the bacterial species, it seems reasonable to assume that these bacterial thrombi secondary to perforating jejunal diverticulitis were the source of the thrombus found in the right heart. Jejunal diverticula were identified in fifty (0.26%) of 19000 autopsy subjects,3) and of 47 cases of jejunal diverticulosis reviewed by Steven et al,4) three patients had diverticulitis associated with perforation. There are few case reports of echocardiographic detection of bacterial right cardiac thrombus associated with pulmonary infarction. One such patient reported by Lam et al5) was an intravenous heroin abuser. Jaffe et al6) reviewed 17 cases of septic pulmonary emboli, 13 of which were associated with a history of intravenous drug abuse. On the other hand, intravenous drug abuse is much less widespread in Japan than the United States and Europe. Our patient was not a drug abuser, and the perforating diverticulitis was assumed to be the source of the bacterial thromboembolism.
